The epidural fluid collection in our patient was unusual in its extent of spread. Being aware that multiple simultaneous CSF leaks are often present, 4 two separate epidurals may lead to a more complete dural tamponade and better sealing in the upper cervical meninges. Injection at two separate sites may decrease the possibility of spinal compression from a large amount of blood and guarantee a more uniform distribution over the meninges.
lead to a more complete dural tamponade and better sealing in the upper cervical meninges.
Injection at two separate sites may decrease the possibility of spinal compression from a large amount of blood and guarantee a more uniform distribution over the meninges.
In conclusion, symptoms related to SIH are the result of a low CSF volume; a considerable spinal loss of CSF has serious complications including subdural hematoma.
5 A two-level epidural blood patch may be an option to extend the distribution of blood when the exact CSF leak site is unknown, or following a failed lumbar patch. A greater volume of autologous blood may uniformly increase CSF pressure and replace the space of the lost CSF. reduced from 150 to 120 by 2.5 g of MgSO 4 given over 10 min; in Case 7, MgSO 4 also reduced tachycardia during an infusion. In Case 4, 40 min after MgSO 4 , two doses of i.v. epinephrine (1 ml of 1:10 000, and 10 min later, 2 ml of 1:10 000), raised a low arterial pressure without an increase in heart rate. Improvement may be judged clinically by a 'silent chest' becoming wheezy, the patient becoming more alert, coughing, speaking, and by better blood gases.
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Dying brain
Editor-Ancillary tests used to confirm clinically diagnosed brain death may substantially influence the time of diagnosis, as in the following case. A 48-yr-old woman was shot to the head and was admitted to the hospital at 01:00 a.m. with a Glasgow Coma Scale (GCS) of 1 (eye), 5 (motor), 1 (verbal); brain tissue oxygen tension measured with an intraparenchymal catheter was 12 mm Hg (normal range 15-35 mm Hg), and the intracranial pressure was 25 mm Hg. At 07:00 a.m., GCS score was 3 with absent brainstem reflexes. Brain CT revealed massive cerebral oedema, the brain tissue oxygen tension was zero, and the intracranial pressure was 81 mm Hg with a cerebral perfusion pressure of zero. EEG showed a persistent low amplitude theta activity at the vertex and transcranial Doppler (TCD) a persistent cerebral blood flow in middle cerebral arteries (systolic flow velocity: 30 cm s -1 ) (Fig. 1A ).
At 09:00 a.m. of the next day, EEG was flat, and the 6 h observation period required by the Italian law to declare brain death was started; however, a TCD still showed a very low systolic flow velocity and a residual diastolic flow velocity (Fig. 1B) .
At 03:00 p.m., deep coma, absent reflex motor response and brainstem reflexes, and flat EEG persisted. Brain death was declared. TCD showed a reverberating flow indicating cerebral circulatory arrest (Fig. 1C) .
There 
